D r Walters describes a lack of airway management courses suitable for ICU doctors, particularly those from nonanaesthetic backgrounds. 1 He suggests that a simulation-based airway course designed to teach emergency airway management outside the operating theatre, including modified airway algorithms, to a wide range of junior doctors would be valuable. Fortunately, just such a course already exists.
The UK Training in Emergency Airway Management (TEAM) course was established five years ago to provide the foundations of the knowledge, skills and attitudes required to manage the airway safely in an emergency. It is designed for junior doctors who have completed the Acute Care Common Stem (ACCS) training programme and who may be called upon to apply their developing airway skills to patients in emergencies outside the operating theatre.
The two-day UK TEAM course consists of an introductory lecture followed by small group tutorials, skill stations and multiple scenarios delivered using high-fidelity patient simulators. The course has been developed by a joint faculty of anaesthetists, intensivists and emergency physicians, and is endorsed by both the Royal College of Anaesthetists and College of Emergency Medicine. It is taught by a consultantonly faculty, with more than 20 courses run and 400 doctors trained to date. The course manual is also published as a that patients receiving oxygen therapy are at significant risk of exposure keratopathy. A 76-year-old man was admitted to a high dependency unit and required oxygen therapy via a facemask with intermittent non-invasive ventilation. He was never sedated or intubated. He was not routinely assessed for keratopathy as his risk was thought to be negligible and the eye was never painful, nor inflamed, but after six days he complained of poor vision. Ophthalmic examination revealed vision reduced to hand movements and a full thickness perforation with iris plugging (Figure 1) . Subtle infiltrate surrounded the corneal perforation and corneal scraping confirmed the presence of Pseudomonas bacteria.
This case highlights the under-recognised risk of facemask oxygen. The mask was a poor fit thus directing high-flow nonhumidified oxygen toward the eye (Figure 2) . This had the mechanical action of opening the eye at night and preventing an adequate blink response during waking hours. The dry nature of the oxygen quickly evaporated the tear film and disrupted even distribution. The elements required for evaporation, according to the Penman Equation are temperature, wind speed and humidity. Therefore any patient admitted to a hospital (warm environment) and exposed to dry oxygen moving at velocity is at significant risk of exposure keratopathy regardless of whether they are sedated. Comment stand-alone text by Cambridge University Press. 2 
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